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(15)  Supplemental Payment for Urban Trauma Center Hospitals

Supplemental payments are provided for any Type III hospital as described in Attachment 4.19-
A, Exhibit A, Section 102B.(d)(3) that qualifies as an urban trauma center hospital. A hospital
qualifies as an urban trauma center hospital if it meets the following:

1.  The hospital is designated as a Level I Trauma Center by the American College of
Surgeons;

2. The hospital has a Medicaid utilization rate greater than 25%.

3. Atleast 50% of its Medicaid population are residents of the county in which the
hospital is located.

An annual fixed payment pool will be established based on the state matching contribution made
available for this purpose by other state sources. The payments will be made based on the
following methodology:

Medicaid Patient Days X Available Funds = Payment
Total Medicaid Patient Days

Medicaid patient days included in the payment are a hospital’s days reimbursed under fee-for-
service attributable to recipients who are not eligible for services under the state’s Section 1115
waiver. Total Medicaid patient days include all Medicaid patient days for all qualifying
hospitals.

Medicaid utilization rate for the above calculation is the rate derived by dividing a hospital’s
total Medicaid days by the total patient days, which includes days reimbursed through a managed
care entity and fee-for-service.

Any payments made under this section are subject to the payment limitation as specified in 42
CFR 447.271 whereby the total overall payments to an individual hospital during the rate year
may not exceed the hospital’s total charges for the covered services.

In the event that any payment made under this section is subsequently determined to be ineligible
for federal financial participation (FFP) by the Health Care Financing Administration, the
Department shall adjust the payments made to any hospitals to qualify for FFP.

(16) Upper Payment Limit

The state agency will pay no more in the aggregate for inpatient hospital services than the
amount it is estimated would be paid for the services under the Medicare principles of
reimbursement. Medicare upper payment limits as required by 42 CFR 447.272 will be
determined in advance of the fiscal year from cost report and other applicable data from the most
recent rate setting as compared to reimbursement for the same period. Cost data and
reimbursement shall be trended forward to reflect current year upper payment limits.
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